the unconscious patient was returned to the operating theatre for emergency laparotomy under general anaesthesia (pancuronium, nitrous oxide, oxygen, pethidine), with a provisional diagnosis of massive intraperitoneal haemorrhage from a ruptured ectopic pregnancy. However, on opening the abdomen, there was only a small volume of old blood in the peritoneal cavity, and no fresh bleeding. The left fallopian tube was swollen and. together with the left ovary, was firmly adherent to the back of the broad ligament, the lateral pelvic wall and descending colon. The left tube and ovary were dissected free and removed.
At this stage, the blood pressure had returned to normal, and brisk haemorrhage suddenly commenced from all cut surfaces. Following attempted haemostasis and wound drainage, the abdomen was closed. The total operative blood loss was approximately 900 ml, and the total intravenous input was 3 litres of colloid (Stable Plasma Protein Solution 1000 ml and Haemaccel 500 ml) and crystalloid solutions.
A further one litre of blood was lost from the wound and drainage system in the following two hours, but haemorrhage was arrested following administration of fresh frozen plasma (2 units) and fresh blood (4 units). The patient's general condition remained fairly stable during this period, although the blood pressure was labile and a brief episode of unexplained cyanosis occurred. After three hours the patient was fully conscious with all parameters satisfactory. Following an uneventful recovery, she was discharged on the ninth postoperative day.
The macroscopic appearance of the specimen was of a normal ovary attached to a clubshaped fallopian tube with a maximum diameter of 18 mm, which contained blood clot within a dilated lumen. Microscopy revealed the presence of chorionic villi and fibrotic change, characteristic of an old ectopic gestation, probably present for a period of weeks. Coagulation studies on blood taken at the onset of the haemorrhage revealed findings consistent with DIC (Table 1) , showing greatly increased thrombin time and prothrombin index, as well as a high level of circulating fibrin degradation products, and reduced fibrinogen concentration. By 24 hours postoperatively the Hb had fallen to 9.7 gOJo and haematocrit to 28 %. > 40 I'g/ml (normal 1O-40I'g/ml) 0.4 g/I (normal 1.5-4 g/I) l70x 10 9 /1 (normal 200-400 x 10 9 /1) Findings consistent with disseminated intravascular coagulation.
DISCUSSION
Tubal ectopic pregnancy presents as an acute or chronic illness, or occasionally acute or chronic. The chronic presentation is more common, but the acute picture is so dramatic that it tends to receive more attention. 4 Most anaesthetists will be familiar with the acute presentation of severe abdominal pain, hypotension and collapse following rupture of a tubal pregnancy with massive intraperitoneal haemorrhage, which may prove fatal. The chronic group shows an insidious onset with recurrent attacks of abdominal pain and bleeding. The pathology may demonstrate a tubal abortion, with discharge of the ovum into the lumen of the fallopian tube and thence into Allaeslhesia and Intensive Care, Vol. 11, No. 3, Augusl, 1983 the abdominal cavity. A tubal mole results if the ovum remains in the tube. In either of these situations there may be repeated haemorrhage from the implantation site in the tube wall, with blood trickling into the peritoneal cavity to form a haematocele, which may result in fibrosis and adhesions to other pelvic organs.
In a recent review of chronic ectopic pregnancy, Cole and Corlett 5 reported a large number of complications, but none of their series of 50 cases developed DIC. Indeed, the only previous association between ectopic pregnancy and DIC that could be found was that reported by Patrinellis,3 in whose patient the rupture of a tubal pregnancy was followed by massive intraperitoneal haemorrhage, with hypotension and hypovolaemia and the late onset of DIC following massive blood transfusion. Table 2 lists some of the clinical situations in obstetrics and gynaecology where DIC has been described. l In the majority of these conditions, a "thromboplastic" material or thromboplastin precursor would appear to enter the maternal circulation, often leading to initial hypotension and collapse. This may later be associated with the development of DIC and substantial haemorrhage, with further deterioration of the patient's condition. Placental abruption 3.
Foetal death in utero/missed abortion 4.
Amniotic fluid embolism 5.
Eclampsia and pre-eclampsia 6.
Hydatidiform mole 7.
Degenerating myoma 8.
Saline induction 9.
Uterine rupture Presumably, a similar situation developed following examination under anaesthesia (EUA) in our patient, with "squeezing" of thromboplastins from a small, old ectopic pregnancy into the circulation with rapidly ensuing collapse and the subsequent onset of brisk haemorrhage. The aetiology of the hypotension which often precedes the onset of DIC is unknown, but it seems possible that massive vasodilatation occurs, resulting in relative hypovolaemia. Our patient required the rapid infusion of 3 litres of fluid to restore the blood pressure to normality.
In a recent review of DIC, Colman, Robboy and Minna 6 reported that DIC developed in as many as 25070 of patients in whom a dead foetus had been retained for five weeks. In the patient described, in view of the low platelet count and low fibrinogen level, primary fibrinolysis must be considered in the differential diagnosis. In this case a euglobulin lysis time was not undertaken.
The differential diagnosis of the circulatory collapse included septicaemia or a reaction to propanidid. The former did not seem a feasible diagnosis in the absence of any pyrexia or increase in white cell count. The clinical picture did not resemble septicaemia nor an allergic reaction to the induction agent used for the EUA. Furthermore, the identical anaesthetic sequence was administered uneventfully to the patient seven months later.
A review of six previous cases of chronic tubal ectopic pregnancy has revealed the occurrence of severe unexplained hypotension in three other patients during or following EUA. None of these patients demonstrated excessive bleeding prior to collapse.
In conclusion, attention is drawn to the risk of sudden collapse and development of DIC in the patient with a chronic ectopic gestation, following pelvic examination. Rapid intravenous therapy and surgical intervention are required.
